A 60-year-old man visited the outpatient clinic due to one month of recurrent exertional chest pain. Eleven years earlier he had undergone off-pump coronary artery bypass grafting using bilateral internal thoracic artery (ITA) Y-composite grafts based on the left ITA. Preoperative coronary angiography showed patent distal graft anastomoses and visualized the left ITA retrogradely. The arch aortography revealed near-total occlusion of the left subclavian artery at the level of the ostium. The patient underwent left carotid-to-subclavian artery bypass grafting using a 6 mm vascular conduit. Postoperative computed tomographic angiography revealed a patent bypass conduit between the left common carotid artery and left subclavian artery. The patient was discharged on postoperative day 4 with no symptoms or signs of myocardial ischemia. in the apical to mid-anterior and mid-anterolateral walls, and persistent perfusion defects in the apex, whole inferior,
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The postoperative blood pressure in the right and left arms was 118/61 mmHg and 111/64 mmHg, respectively. Computed tomographic angiography performed on the third postoperative day revealed that the bypass conduit between the LCCA and LSCA was patent, and that the left ITA was well perfused (Fig. 2) . The patient underwent antiplatelet therapy (Clopidogrel, 75 mg/day) until one day before surgery and resumed therapy on postoperative day 1. The patient was discharged on postoperative day 4 without any complications and was free of angina during the 2 months of follow-up.
Myocardial SPECT was performed two months after surgery and demonstrated improved stress perfusion in the anterior and anterolateral walls compared with the preoperative findings (Fig. 3) .
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− 86 − been found to cause ischemia ever since using the left ITA for CABG had been widely adopted [2, 3] .
Coronary-subclavian artery steal syndrome is an uncommon phenomenon in which the coronary flow is diverted into the subclavian artery through the patent ITA conduit due to critical subclavian stenosis. The prevalence of significant LSCA stenosis in patients referred for CABG was reported to be 0.2% to 6.8% [4] . Atherosclerotic disease of the proximal LSCA is the most common cause of coronary-subclavian artery steal syndrome. However, several other pathologic processes, such as Takayasu arteritis and radiation arteritis, can also compromise the subclavian artery flow. Furthermore, the absence of LSCA stenosis may cause coronary-subclavian artery steal syndrome in association with an upper-extremity hemodialysis fistula [3] . Initial reports have described the incidence of coronary-subclavian artery steal syndrome as rare;
however, several recent reports have shown that coronary-subclavian artery steal syndrome is more common than initially appreciated. In a busy cardiothoracic program, approximately 2 to 4 cases per year may be found. This reflects an increased awareness of the problem and an advent of more effective diagnostic methods [3] .
Treatment options of coronary-subclavian artery steal syndrome include aorto-subclavian artery bypass, carotid-subclavian artery bypass, percutaneous interventions for the subclavian stenosis, and transposition of the ITA [3, 5] .
In the present study, LSCA occlusion was treated with LCCA-LSCA bypass grafting. Although some studies have suggested that performing percutaneous transluminal angioplasty for subclavian stenosis and using the ITA for coronary revascularization could be an effective treatment in patients whose subclavian artery stenosis was diagnosed preoperatively 
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